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Editorial Comment 


STARTING OUR As Diseases of the Chest 
enters its fifth year, the 
Editorial Board of the 
desires to thank the contributors, 
subscribers, and advertisers for their loyal 
support. 


Diseases of the Chest is a new innovation 
in medical literature. It is the first medical 
journal designed especially to interest the 
physician in the general practice of medicine 
in a specialty. Specialized medicine has made 
rapid advances during the past ten years; so 
much so, that it has been difficult for the 
busy general practitioner to keep up with the 


| progress. Yet, most specialists are dependent 


upon the general practitioner for referred 
practice. Too often, the specialist has berated 
the family physician for not referring the 
case sooner—for not using the modern meth- 
ods known to physicians in the making of 
proper and early diagnosis, etc. No construc- 
tive measure however, had been devised to 
correct this situation. 


It was with the above in mind that Diseases 
of the Chest was born. During the past four 
years, Diseases of the Chest has demonstrated 
that physicians in the general practice of 
medicine will cooperate with the specialists 
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once they understand what is expected of 
them and are given some knowledge as to the 
methods of procedure. 


Diseases of the Chest has attempted to pub- 
lish only such papers as would be of special 
interest to the physician in the general prac- 
tice of medicine. Papers on diagnosis, treat- 
ment, and public health problems, have re- 
ceived a liberal amount of space in the jour- 
nal. 


The format of Diseases of the Chest was 
designed so that it could be produced at a 
popular price without detracting from the 
physical appearance of the journal. Mass pro- 
duction and a large subscriber’s list have made 
this possible. 


Papers published in the journal can easily 
be read in from five to fifteen minutes and 
the papers deal with the latest proven meth- 
ods employed in the diagnosis and treatment 
of chest diseases. 


It is the plan of the Editorial Board to con- 
tinue this policy during the coming year; we 
invite the continued cooperation of our read- 
ers, our contributors, and our advertisers. 
And to all, we wish a Very Happy New Year. 

C.M.H. 
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REPORTING OF CASES UNDER THE 
PENNSYLVANIA PLAN 


The following two letters were sent by the 
Pennsylvania State Medical Society to the 
Chairmen of the Tuberculosis Committees of 
the County Medical Societies: 


“November 15, 1938 
“i. . Chairman, 
Committee on Tuberculosis, 
County Medical Society, 
, Pa. 
“Dear Doctor 


“According to the American Public Health Associa- 
tion, the minimum number of tuberculosis cases re- 
ported to the State Bureau of Health should be twice 
the number of deaths reported each year. 

“Adopting this ratio, in your county, for the 3 years, 
1935 to 1937 inclusive, where deaths from 
tuberculosis were reported, the number of tuberculosis 


cases reported as being diagnosed was while 
the total thus reported should have been 
“This does not look well for the doctors in your 


county and reflects upon the Pennsylvania Plan. which 
we are working so hard to put across. The more diag- 
nosed cases of tuberculosis we have reported and re- 
corded, the more and better the preventive and cor- 
rective facilities we are in position to requisition for 
the protection of the public and the treatment of the 
needy tuberculous. 

“Won't you ask your county medical society to put 
on a campaign to encourage the reporting of tuber- 
culous cases to the Health Department so we can bring 
Pennsylvania up to first place in the nation in the 
number of tuberculous cases reported in correct pro- 
portion to the deaths from tuberculosis? We are under 
close observation, nation-wide, since the promising 
reputation of our Pennsylvania Plan is spreading over 
the country. 

“I wish you all success in this endeavor, which I 
know will not be easy. but which can and must be 
accomplished. 

“Sincerely yours. 
Frank Walton Burge, Chairman, 
Committee on Tuberculosis, 
Pennsylvania State Medical Society.” 


Letter from the Secretary of the Pennsyl- 
vania State Medical Society to the Members 
of the Tuberculosis Committee of the Penn- 
sylvania State Medical Society: 

“November 16, 1938 
“ir. , Member, 
State Society Committee on Tuberculosis, 
, Fa. 
“Dear Doctor : 

“This communication is addressed to you at the re- 
quest of Dr. Frank W. Burge of Philadelphia, Chair- 
man of the Committee on Tuberculosis of the Medical 
Society of the State of Pennsylvania. It accompanies 
a copy of a letter which Dr. Burge is addressing to the 
chairmen of the 24 existing County Medical Society 
Tuberculosis Committees in Pennsylvania. 

“Chairman Burge requests that you, as promptly as 
possible, follow up the receipt of the specific letter 
‘copy above) by the chairmen of the Tuberculosis 
Committees of one or more county societies of your 
Councilor District. Please impress them promptly with 
evidence of your personal interest and willingness to 
help in the achievement of the very laudable purpose 
underlying this endeavor on the part of the state 
medical society committee of which you are a member. 

“Needless to state the House of Delegates and the 
Board of Trustees of your state medical society will 
appreciate greatly not only this effort on your part 
but any further effort that you may make to bring 
about the formation and the active participation of 
Tuberculosis Committees in the following county 
6 
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medical societies of the th Councilor District jp 





which no such committee has been authorized: 
and counties. 

“You will find the Trustee and Councilor for you 

district, Dr. of » and 
his executive assistant. Dr. of 


, more than willing to aid you in this type 
of work which is but an attempt to realize one of the 
highest purposes underlying the coordinated efforts 
of our county and state medical societies; namely, that 
our ‘profession shall become more useful to the public 
in the prevention and management of disease and ip 
prolonging and adding to the comfort of life.’ 

“It is quite apparent that the organized medical 
profession at the present time is in great need of al 
the public good will that can be cultivated through 
practical evidences of unselfish community, county 
state and national health leadership. 

“Trusting therefore that you will consistently do 
what you can to have the people of your county vis- 
ualize medical societies as groups composed of thei 
own personal physicians, which fact assures that the 
health interests of their clientele will always remain 
their first consideration, I remain 

“Yours sincerely, 
Walter F. Donaldson, Secretary.” 

The following two letters are typical of the 
responses of County Medical Society Tuber- 
culosis Committee Chairmen: 

“November 19, 1938 
“Dear Frank: 
“I felt duly reprimanded by your letter of Novem- 


ber 15th regarding the obvious inaccuracies of the} 


statistics on tuberculosis from my county for the 
three years 1935 - 1937, inclusive, and thought that I 
should recall to you that I have been here at 
Sanatorium only since April of 1937. 

“The statistics, however, do not represent the true 
state of affairs, since, as far as I can determine, the 
recorded deaths from tuberculosis | ) represent only 
a percentage of the deaths actually caused by tuber- 
culosis since the doctor in this community submits 
another diagnosis if he can possibly avoid branding 
an individual, living or dead, as tuberculous. The 
statistics are probably much more inaccurate regard- 
ing the morbidity from tuberculosis. I should say that 
the morbidity is actually ten times as great as re- 
ported, and could very easily be more than that. 

“Our committee is attempting to encourage honesty 
as well as accuracy in diagnosis. I discussed this 
matter at the meeting on the night of the day in 
which I received your letter. I shall send you some 
proof of my contentions at a later date. 

“Cordially yours, 


“November 22, 1938 
“Dear Doctor Burge: 

Your letter of the 15th instant, regarding the ratio 
of deaths from tuberculosis and the number of tu- 
berculosis patients reported. wherein my county ap- 
parently is not reporting the tuberculosis patients 
as they occur :— 

My committee feels that the difficulty lies in the 
fact that in the City of , our City 
Health Director is responsible, whereas in the County, 
our Medical Director is responsible; the first is an 
appointee of the City Council, whereas the County 
Medical Director is an appointee of the Secretary of 
Health of the Commonwealth. 

Of course, the reflection is again upon the physic- 
ian himself and we shall announce this letter at the 
next meeting of the County Medical Society on De- 
cember 3rd, asking for more complete reporting of 
tuberculosis patients hereafter, for regular report cards 
are furnished for both the County and City. 

“Thanking you kindly for your letter and assuring 
the cooperation of the Medical Society, believe me, 

“Sincerely yours, 


” 
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1939 
President's New Year's 
Message 


LOVELY tradition, a sweet custom, should 

be sustained; and I, therefore, inaugurate 
this message with “Greetings and best wishes 
fora Happy and Prosperous New Year.” These 
felicitations are extended to each of you in- 
dividually, and to all of you collectively, as 
members and friends of the American Col- 
lege of Chest Physicians. 

To review the forward progress of the Col- 
lege during the past few years, is to note with 
what rapid strides it has marched apace. 
Beginning with a small group in the south- 
west who had a vision, a purpose — although 
at the time perhaps a vague and somewhat 
misdirected one—the organization has grown 
and flowered, its ideals and ultimate mis- 
sion have crystallized into tangible realities; 
and it stands today as one of the largest and 
most powerful within organized medicine. It 
embraces over 500 of the leading chest 
specialists in the country. Born of this re- 


| latively humble origin, but fired and moti- 


vated by a glorious determination and spirit, 
the American College of Chest Physicians has 


- come to take its position among the leaders. 


i 





A very strong, cohesive inner structure or 
framework has been built and is still in the 
building. In addition to the usual offices of 
President, Vice Presidents, etc., there are a 
Board of Governors and a Board of Regents. 
Not only is every state in the Union repre- 
sented in the College by a Governor, but 
Mexico, Hawaii, Puerto Rico and the Phil- 
ippines have Governors as well. With few ex- 
ceptions, all of the outstanding men in the 
United States, specializing in diseases of the 
chest, are Fellows of the College; and most 
of them, individually and in groups, are ac- 
tively engaged in the work of the College. 
The time will soon come, if it has not already 
arrived, when any physician of exceptional 
merit, with a record of achievement in this 
branch of medicine, will appear in an awk- 
ward or conspicuous position, if not affiliated 
with the American College of Chest Physic- 
ians. 

There have been created, particularly dur- 
ing the past several months, some very im- 
portant committees. These committees are 
headed by potent chairmen and manned by 
able members. They will not be nonentities, 
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dead heads—they are now functioning. The 
Committee for the Advancement of Educa- 
tion in the Medical Schools, under the wise 
guidance of Dr. Ed. Hayes of Monrovia, Cali- 


fornia; and the Committee on Tuberculosis 
Organization, under the able leadership of 
Dr. Ralph Matson of Portland, Oregon; are 
two among others that may be mentioned. 
They are actively on the job. You have only 
to look about you to prove it. 

It is the sincere and fervent hope 
staff of Diseases of the Chest, that 
your New Year’s resolutions, will be one to 
support this publication. It is the mouth 
piece of the organization, it is our scientific 
journal—your journal. Its voice, with its many 
helpful messages, is being heard today by 
thousands. Perpetuate that voice! Read the 
journal, write for it, help distribute it in your 
community—support it. Another resolution, 
for the coming year, is to attend the annual 
meeting of the American College of Chest 
Physicians at St. Louis in May. Come and 
meet, know and recreate with, the men who 
are now making future history in diseases 
of the lungs. Come and know each other. 

Closing as I opened, it is the sincere wish of 
this office that to you and yours all the 
Blessings and Happiness of the New Year 
come. Champ H. Holmes, M.D., F.A.C.P. 

President, American 
College of Chest Physicians. 
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The Treatment of Tuberculosis Under the 
Guidance of Organized Medicine“ 


THE PENNSYLVANIA PLAN FOR TUBERCULOSIS 
CLINICAL LECTURE AT SAN FRANCISCO SESSION** 


FRANK WALTON BURGE, M.D., F.A.C.P. 
Philadelphia, Pennsylvania 


HE Pennsylvania plan for tuberculosis has 

two inter-dependent parts. The first is 
the striking of a balance between case find- 
ing, case treatment and rehabilitation. The 
second is the coordination of all groups en- 
gaged in the tuberculosis fight, first, through 
the establishment of a clear understanding 
on the part of all groups of the obligations 
and necessary limitations of each group, and, 
second, through a tuberculosis organization 
within organized medicine to act as a force 
to coordinate all groups, to take the initia- 
tive in setting standards for case finding, case 
treatment and rehabilitation and to work for 
the meeting of those standards by means 
which will be elaborated presently. 

The organization consists of (1) a tubercu- 
losis committee in every county medical so- 
ciety, (2) a tuberculosis committee in every 
state medical society and (3) a tuberculosis 
committee in the American Medical Associa- 
tion (not yet achieved). The first is coordi- 
nated by the second and the second by the 
third. 


I. Case Finding 


A. Education of the Public.—Education of 
the public is the great field of the National 
Tuberculosis Association and its component 
societies. Since its beginning near the start 
of this century it has been doing a great job 
in spite of unorganized opposition or indif- 
ference on the part of organized medicine, 
and to it belongs the greatest credit for the 
past drop in the death rate for tuberculosis. 

To educate the public requires a great 
amount of money. Administrators of broad 
intelligence and administrative ability are 


Read in the Medical Division of the General Scien- 
tific Meetings at the Eighty-Ninth Annual Session 
of the American Medical Association, San Francisco, 
June 14, 1938. Reprinted from the Journal of the 
A.M.A., Vol. III, No. 20, November 12, 1938. 

**From the Medical Society of the State of Pennsyl- 
vania. 
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necessary to carry on a great teaching move- 

ment; just as the quality of the faculty de- 

termines the quality of a college, so has the! 
quality of the work of the National Tubercv-! 
losis Association and its component societies | 
depended on the excellence of the personnel, | 
The National Tuberculosis Association has! 
been able to raise the necessary funds by’ 
selling Christmas seal stamps. It should be 
recognized by every physician that that money 
should be spent for education of the public, 

not for treatment of tuberculosis. Wrong 

views on this subject have led to subterfuge 

in some areas, which in the long run have 

been detrimental to the National Tuberculosis | 
Association. This has been the fault of physic- 

ians in lacking an organization within or-} 
ganized medicine to support stanchly the/ 
National Tuberculosis Association in the field | 
in which it is the master and to be responsible | 
for the enlightenment of physicians, from 

whom in the past undiscriminating criticism 

has come. 


In Pennsylvania, since adoption of the} 
Pennsylvania plan there has been coopera- 
tion with the National Tuberculosis Associa- 
tion and its component societies, and this has 
been of tremendous advantage to the public, 
organized medicine and the National Tuber- 
culosis Association. In Philadelphia the bene- 
fit has not been limited to tuberculosis. The 
experience and organized facilities of the | 
Philadelphia Health Council and Tubercu- | 


we 


losis Committee, the local component society 
of the National Tuberculosis Association, have | 


been freely extended to advance many ac- 
tivities of the Philadelphia County Medical 


Society. Before organized medicine cooperated F 


to fight tuberculosis, these bodies were ene- 


mies, to their mutual disadvantage and to the 3 


great detriment of the public. 


B. Education of the Medical Profession.—1. F 


Education of the Medical Profession in the 
Medical School: The American College of 
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Chest Physicians has had functioning during 
the last several years a Committee on the 
Teaching of Chest Diseases in the Medical 
Schools, which has been working with the 
deans of all accredited medical schools to 
improve the teaching of diseases of the chest. 
It is a lamentable fact that there is no uni- 
formity in the time devoted to this subject, 
and many medical schools do not even have 
a course in diseases of the lungs taught by a 
specialist in such diseases. 


2. Education of the Medical Profession in 
the Practice of Medicine: 


(a) The American Review of Tuberculosis, 
the finest and most comprehensive scientific 
publication on tuberculosis for the chest 
specialist and research worker, is published 
by the National Tuberculosis Association. 

(b) Diseases of the Chest, a _ practical 
monthly journal on pulmonary disease, fea- 
tures early diagnosis and the modern treat- 
ment of tuberculosis. It is part of the Pennsyl- 
vania plan to have this journal go to every 
practicing physician every month. The cir- 
culation is now 10,000 monthly. The articles 
are written by specialists on pulmonary dis- 
eases primarily for general practitioners, who 
find most of the cases of pulmonary tuber- 
culosis. 

(c) Tuberculosis abstracts are furnished by 
the National Tuberculosis Association to all 
medical periodicals for reprinting and to phy- 
sicians on request. 

(d) Tuberculosis programs and papers for 
every variety of medical meeting are fostered 
by cooperation of the county medical socie- 
ties’ tuberculosis committees with the corres- 
ponding committee of the state medical so- 
ciety, with the National Tuberculosis Associa- 
tion and its component societies and with 
the American College of Chest Physicians. 
It is necessary to have whole-hearted coopera- 
tion between all of these organizations to se- 
cure delivery of the greatest possible number 
of excellent papers on tuberculosis before the 
maximum number of medical meetings. 

C. Education of State Legislators.—As large 
sums of money must be appropriated by the 
State legislative assembly to fulfill all parts 
of the Pennsylvania plan, it is necessary that 
all members of both houses of the state legis- 
lature be informed on that plan and kept 
fully cognizant of progress under it. To ac- 
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complish this purpose, the tuberculosis com- 
mittee of each county medical society is made 
responsible for keeping in close instructive 
contact with every state representative and 
senator in the county. The informative pro- 
cedure should cover the needs of the state in 
case finding, case treatment and rehabili- 
tation. Similar responsibility rests on each 
member of the tuberculosis committee of the 
state medical society for every legislator in 
his councillor district. This work must be car- 
ried on in close cooperation with the legis- 
lative committee of the state medical society. 
To secure this cooperation, the legislative 
committee of the state medical society must 
be kept fully informed by the tuberculosis 
committee of the state medical society of all 
of the legislative necessities under the Penn- 
sylvania plan. 

D. Method and Proper Cost of Case Find- 
ing.—Opinions vary widely concerning the 
best methods of case finding and the proper 
cost of case finding. The two are linked in- 
dissolubly. To a large extent the difference 
in opinion is due to the fact that a method 
which is effective and economical in an area 
with a low incidence of tuberculosis may be 
ineffectual and extravagant in an area where 
the percentage of persons with a positive re- 
action to tuberculin is high. Likewise a method 
satisfactory for one age group is not suited 
for all age groups. Therefore, under the Penn- 
sylvania plan we recognize the following 
principles of case finding: 


1. The least expensive practical method of 
case finding in public health work is the 
maintenance of a constant follow-up in the 
home by nurses specializing in tuberculosis 
of persons who have been in contact with 
patients known to be tuberculous or persons 
who have died of tuberculosis, together with 
the maintenance of thoroughly distributed 
tuberculosis clinics, out of which the nurse 
operates. The clinic should be properly housed 
and staffed with a competent tuberculosis 
specialist of excellent local reputation who is 
trained to perform artificial pneumothorax. 
The clinic should be equipped with fluoro- 
scope and pneumothorax apparatus. Such a 
clinic will be able to hold the confidence of 
the local public and the confidence of local 
physicians, both of which are necessary for 
successful case finding. Tuberculosis is know- 
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ingly concealed by the patient’s family and 
the family physician from incompetent and 
poorly equipped tuberculosis workers. Case 
finding is dependent on proper case treat- 
ment and is useless without it. 


2. Testing with tuberculin should be fol- 
lowed by the taking of roentgenograms in 
cases in which the reaction is positive in (a) 
areas where the percentage of positive re- 
actions is very low and in (b) special groups 
in which the incidence of active adult type 
tuberculosis is high. 


In these special groups, such as the age 
group from 16 to 24 years, racial groups, slum 
area groups, certain occupational groups, and 
others in which the incidence of the active, 
adult type of tuberculosis is high, surveys 
with the inexpensive paper film method are 
applicable. There has been objection to this 
method in many areas on the part of organ- 
ized medicine because of the belief that local 
roentgenologists or other physicians would be 
deprived of income. As a matter of fact, how- 
ever, such surveys have led to increased case 
finding, with a consequent increase in work 
for both private roentgenologists and private 
physicians, in every area where they have 
been conducted. 


II. Case Treatment 


Organized medicine alone has the com- 
bination of (a) knowledge of proper modern 
treatment of tuberculosis, (b) power and in- 
fluence, when properly organized, to establish 
such treatment in every state in the United 
States and (c) lack of fear of the effect of 
the use of such power on the income of the 
organization. 


The Pennsylvania plan set-up, as operating 
in Pennsylvania, is as follows: A. The Secre- 
tary of Health of the Commonwealth of Penn- 
Sylvania, is the leader of the Pennsylvania 
plan. B. In cooperation with the Health De- 
partment there is a tuberculosis committee of 
the Pennsylvania State Medical Society, with 
twelve members, one from each of the twelve 
councilor districts of the state (a wise arrange- 
ment contributed by Dr. Frederick J. Bishop, 
president of the Pennsylvania State Medical 
Society). C. A tuberculosis committee has been 
formed in each of twenty-three county med- 
ical societies in the state, those counties con- 
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taining 53 per cent of the population of the : 
state. 


The function of the state society tubercu-§ 
losis committee is to coordinate the activities ¥ 
of the county society tuberculosis committees F 
and to support the accomplishments of the 
Pennsylvania plan. 


2 


Under the plan there have been established 7 


in sanatoriums (a) proper living quarters for : 
the sanatorium physicians, with private cot-/ 
tages for the married physicians and their? 
families, (b) at least one physician to fifty 
patients, (c) security in their jobs for the 
sanatorium employees, (d) salaries for phy- 
sicians at least equal to those paid in the? 
army and navy, with a rising scale, and (e) 
sufficient nurses, ward maids and orderlies | 
to do the work of the institution so that the! 


patients are not called on to do the work. 


It is recognized by organized medicine and 
the Secretary of Health, that patient labor in 
the sanatorium is not proper rehabilitation 
and that the necessity leads to abuses and bias 
of judgment on the part of physicians when 








work in the sanatorium has to be done by pa- f 
tients and some patients must be selected to 
work in order to get the work done. med 
tation must come after cure, not during cure, 
in a sanatorium maintained to furnish rest, 
the primary cure for tuberculosis. Having sick 
patients work is false economy as well as being 
: 


destructive of human life. 


Pennsylvania has engaged in a huge tu- 
berculosis sanatorium building program. 

Organized medicine has secured a raise of , 
approximately 50 per cent in the base pay of! 
physicians in the state sanatoriums, together : 
with a substantial increase in the pay of many 
of the other classes of sanatorium employees. 
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The practice of examining patients fluoro- 
scopically before every pneumothorax refill, 
a very important reform, has recently been § 





established. Fluoroscopic examination means f 
so much in the avoidance of losing the pneu- § 
mothorax collapse and in the avoidance of 


and the early detection of complications that F 


it may be called the greatest guide to “pneu- §& 


mothorax judgment.” 


Patient labor is being abandoned as rapidly § 
as finances will permit. The ideal is accepted § 


and will be reached. 
The tuberculosis clinic, as described under 
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the heading case finding, will cost a great 
deal. Little has been accomplished in this 
connection. Organized medicine is working, 
however, to get the necessary personnel and 


equipment. 


III. Rehabilitation 


It is recognized that the rehabilitation of 
the tuberculous patient is in the early ex- 
perimental stage. At the present time the pa- 
tient, the sanatoriums and the public health 
organizations are suffering from the experi- 
ments on account of failure to recognize the 
following rules: 


1. A patient should be cured before being 
rehabilitated. Rest of the diseased lung, of 
the body and of the mind is necessary and 
the only cure for tuberculosis. 


2. The sanatorium is not the place for re- 
habilitation. The sick need the beds in the 
sanatorium; the cured patient can be re- 
habilitated more cheaply at home. 


3. Rehabilitation should not place the cured 
patient in a position where the public is un- 
duly menaced should reactivation of the dis- 
ease occur. 


All of my patients who are being rehabili- 
tated by governmental agencies are being 
trained as “beauticians.” They are not yet 
cured. Many are still receiving pneumothorax 
treatment. If their sputum becomes positive 
again they may take many of their customers 
back to the sanatorium with them. It would 
be almost as well to train them to be dieti- 
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tians or chefs. It is hoped that when the Penn- 
sylvania plan is further established in Penn- 
sylvania the laymen functioning in rehabili- 
tation schemes will be brought more into 
cooperation with the tuberculosis organiza- 
tion in organized medicine. 


One should not forget the fiasco of rehabili- 
tation of the veterans of the great war or 
the rackets that thrived under that cloak. 


Note.—After this paper was written, the 
following letter was received from M. M. Wal- 
ter, director of vocational rehabilitation in 
the Department of Public Instruction of the 
Commonwealth of Pennsylvania: 


June 6, 1938 
My dear Doctor Burge: 


It was very kind of you to give me a list of names 
of Chairmen of the County Tuberculosis Committee 
in this state. The information has been sent to all of 
our district offices with the suggestion that each one 
of the physicians be contacted as soon as possible and 
arrangements made to have all tuberculosis cases that 
may be eligible for the services of this Bureau, re- 
ferred to us by the local committees. Furthermore, if 
possible, a plan will be worked out to have the chair- 
men act as examining physicians for us in determining 
the physical status of the clients. 

You may be interested to know that several years ago 
a plan of cooperation was worked out with the State 
Department of Health, to have all the State Sana- 
toriums refer eligible cases upon discharge from such 
institutions, to the Bureau of Rehabilitation. At the 
present time, 28 arrested tuberculosis cases are being 
trained in schools and colleges under our supervision. 

I assure you that the Bureau of Rehabilitation will 
be very happy to cooperate with your committees in 
the rehabilitation of any clients who are eligible for 
our services. 


Cordially yours, 
M. M. Walter, 


MMW :DR Director, Vocational Rehabilitation. 
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Argol Ernest Hubbard, medical director of Sunny 
side, Marion County tuberculosis sanitarium, died Sep- 
tember 15 after an illness of several months. Dr. Hub- 
bard was fifty seven years old, a specialist in tuber- 
culosis during his entire medical career. Dr. Hubbard 
became medical director of Sunnyside in June, 1935, 
after having served as medical director of the Peoria 
Municipal Sanitorium, Peoria, Illinois, since the close 


of the world war. He graduated from the Chicago 
College of Medicine and Surgery in 1912. 

Dr. Hubbard was loved by all the patients at Sunny- 
side and by his medical friends. He had a lovable dis- 
position and was a keen student of his specialty. He 
was a member of his local and state society and the 
American Medical Association. Also a Fellow of the 
American College of Chest Physicians. 


JAS. H. STYGALL, M_.D., 
Governor for Indiana. 
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The Value of Sanatorium Treatment as 
Viewed by the General Practitioner* 


WALTER E. VEST, M.D., F.A.C.P. 
Huntington, West Virginia 


HEN we consider the topic, The Value of 

the Sanatorium as Viewed by the General 
Practitioner, and look at it from every angle, 
we are forced to the conclusion that the sana- 
torium is first and foremost an educational 
institution and only secondarily a hospital. 
Unquestionably, its most outstanding element 
is the educational feature and the sanatorium 
we envision might well be called “The Uni- 
versity of Tuberculosis.” It is at least the 
classroom in which the patient becomes a 
student and learns the lessons—we use the 
plural advisedly for they are manifold—of 
the Great White Plague and of means to 
escape from its deadly clutches. Here, figur- 
atively sitting, but actually lying at the feet 
of the trained physician who is the master 
of the school, the student patient slowly 
learns the way he must follow in his search 
for health. Here he learns the value of rest 
and relaxation, of rigid routine, of the ban- 
ishment of hurry and worry, and of the abso- 
lute necessity to the tuberculous individual 
of the “even tenor of his way.” Here he cons 
the lesson of keeping even step with his fel- 
low patient and of the dire demand for a very 
retarded cadence. He learns to speak a dif- 
ferent language, the lingo of the “san”. He 
runs a “temp”; he “takes the cure”; per- 
chance he “pulls a ruby”; he awaits his turn 
for “pneumo”; and he dreads to contemplate 
the possibility of a “rib operation.” As he ad- 
vances through the semesters of recovery, he 
gradually masters the class work of symp- 
toms, of complications, of extensions and re- 
cessions of the disease process within his own 
body, of sputum disposal, of general prophy- 
laxis, of modes of transmission, of hygiene 
for the tuberculous, and the basal principle 
of rest, rest, and more rest. He gradually ap- 
preciates the value of bodily rest, of mental 
rest especially away from anxious, but often 
misguided and irritating relatives and friends, 


Read before the Southern Tuberculosis Conference. 
as part of the Symposium on the Value of Sana- 
torium Treatment, Louisville, Ky.. Sept. 21, 1938. 
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of surcease from business cares, and he 
awakens to the obligation of segregation of 
the open case. As our student patient ap- 
proaches graduation from the “sanatorium 
university,” he learns the lessons of extra- 
mural contacts, of social readjustments, of 
methods of living after graduation and of 
the moulding of an occupation io fit an in- 
dividual much changed by a prolonged trench 
warfare to repel the assaults of the bacillus 
of Koch. As a final course he learns the 
worth of graduated exercises and the neces- 
sity of vigilance in his mode of living through- 
out his future life. Then, finally, he receives 
his diploma and graduates, and this gradua- 
tion is not a commencement, but a recom- 
mencement of life. 


To the general practitioner our university 
has another value besides that of education 
and rehabilitation of his student patient, and 
this second value might be likened to uni- 
versity extension work. This phase permeates 
the contacts among family and friends who 
learn important lessons. They begin to recog- 
nize and understand symptoms, to know the 
necessity of prophylaxis, the danger of the 
open case, the meaning of tuberculin tests, 
the value of fluoroscopes and x-ray plates 
and of periodic chest examinations, and this 
phase is by no means of negligible worth to 
that doughboy of medicine, the family doctor. 

In the third place, our sanatorium uni- 
versity is a class room for the general prac- 
titioner himself. He learns lessons of diag- 
nosis, of prognosis, of phrenic crushes and 
evulsions, of scalenotomy, of pneumothorax, 
of pneumolysis, and of thoracoplasty. He finds 
his examinations checked and learns whether 
his rales are in the right place, his cavities 
as he thought; and, to his chagrin, often 
finds that his patient’s lesion is much more 
extensive than he had even dreamed. He finds 
he can make of the sanatorium a laboratory 
and a consultant in that he can send there 
his borderline patient for observation and 
opinion. Moreover, if the sanatorium is on the 
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job, he receives regular reports of the pro- 
gress of his patient, usually of improvement, 
put all too often of a downward trend. Thus 
the general practitioner, often ere he is him- 
self aware of it, becomes a distributor so to 
speak, in tuberculosis, diagnosing his cases, 
early if they come early, late if they come 
late, but realizing the necessity for educa- 
tion, for segregation, for complete rest and 
relaxation, physical and mental, and often 
for the initiation of collapse; he becomes a 
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sanatorium enthusiast, and refers his tuber- 
culous patients to an institution at some con- 
siderable distance from home. 


Such we conceive to be the values of sana- 
torium treatment to the general practitioner 

-educational and curative to his patient, edu- 
cational and prophylactic to the family and 
friends of his patient, and last, but in nowise 
of least import, educational and consultant 
to himself. 
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The Present-Day Indications and Results of 
Phrenicectomy in Pulmonary Tuberculosis 


JOHN 
Houston, Texas 

INCE interruption of the phrenic nerve was 

first introduced by Stuertz in 1911 in the 
treatment of pulmonary tuberculosis, it has 
undergone considerable criticism due to a 
vast number of unsatisfactory results. Many 
clinicians limit its use to early forms of the 
disease while others employ it universally 
in all cases where pneumothorax has been 
faulty. Such lack of uniformity in selection 
of cases is bound to produce a variety of re- 
sults, some of which, unhappily enough, are 
fatal. This feeling of uncertainty is fast lead- 
ing to a disgard of the procedure, and it is 
with this in mind that we have undertaken 
this study. We believe there remains a de- 
finite place for the operation in the treat- 
ment of pulmonary tuberculosis and good 
results may be consistently expected. 


There has been a vast amount of clinica! 
evidence in favor of phrenicectomy in chronic 
pulmonary disorders. H. Wilson showed it to 
be definitely valuable in allaying cough and 
expectoration, while others have added im- 
provement noted in fever, vomiting, hemop- 
tysis, and hiccup. It has, unfortunately, been 
found to produce positive sputum in 3 per 
cent of patients who never were positive be- 
fore the operation. This may be explained 
on the basis of Head’s findings, in that the 
presence of cardiophrenic and costophrenic 
adhesions often augments respiratory move- 
ment after the operation. 

Experimentally, it is known that the nor- 


ROBERTS PHILLIPS, M.D. 


LOUIS F. KNOEPP, M.D. 
Beaumont, Texas 
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mal lung only works at about 5 to 10 per 
cent of full capacity, and that phrenic in- 
terruption does not reduce oxygen consump- 
tion. Werner found that it did reduce vital 
capacity and tidal air from 15 to 20 per cent, 
with corresponding decreases in pulse rate 
and respiratory rate of 10 per cent, lung blood 
volume 25 per cent and pulse blood volume 
15 per cent. This reduction of vital and tidal 
air has governed our selection of cases to a 
large extent, as will be pointed out later. 

In evaluating results from the operation, 
one may analyze cases from many stand- 
points. In Graham’s series of 54 cases where 
phrenic interruption was the sole treatment, 
9 per cent became well, 49 per cent were im- 
proved, 16 per cent were unimproved and 
18 per cent died as a result of the disease. 
Nehil and Alexander reported 113 cases with- 
out cavitation, with 86 per cent arrested or 
improved, and 159 cases having cavitation, 
with only 56 per cent arrested or improved. 
Again, Decker in analyzing his series of 94 
cases, used the extent of involvement as a 
criterion for evaluating results: where there 
was only one-third lung involvement, 39 per 
cent became well; where there was two-thirds 
involvement. 15 per cent became well; while 
in cases with total lung involvement, only 
5 per cent became well. This, we believe, to 
be paramount in the selection of cases for 
the operation. 

The technic itself has been well standard- 
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ized. We shall only remark here that tem- 
porary procedures may be induced by either 
alcohol injection or by crushing, but one 
must be sure, as Alexander has shown, to 
section the accessory phrenic nerve to get 
optimum results. The operation itself is not 
without hazard. Berry, in an analysis of 4697 
cases from the literature, found 1.2 per cent 
complications and 0.5 per cent mortality di- 
rectly from the procedure. These complica- 
tions were computed from 26 cases exhibit- 
ing either pulmonary edema, spontaneous 
pneumothorax, pulmonary embolism, cardio- 
vascular collapse, contralateral spread of 
disease, or hemorrhage from the avulsion. 
The vessels most frequently torn were the 
thyrocervical, pericardiacophrenic, esopha- 
geal, and subclavian. Some patients develop 
rather severe gastrointestinal symptoms par- 
ticularly after section of the left nerve, due, 
as some have postulated, to a change of one 
of three factors: a larger stomach bubble is 
produced, there is a change in the path of 
the esophagus, or there is a change of point 
of entrance of the latter into the stomach. 


On the basis of the foregoing clinical and 
experimental evidence, we have performed 
100 phrenicectomies in patients with pul- 
monary tuberculosis, classifying them in one 
of the following six groups or indications: 


1. Lesions comprising more than 15 to 20 
per cent lung volume in which pneumothorax 
has been impossible. 


2. Lesions comprising less than 15 to 20 per 
cent lung volume in which pneumothorax 
was inadvisable. 


3. Sudden massive hemorrhage wherein 
rest and pneumothorax have failed. 


4. Complimental to pneumothorax, where 
additional collapse is needed, and where in- 
trapleural pneumonolysis cannot be  per- 
formed. 


5. Preparatory to some form of major sur- 
gical collapse to improve the condition of 
both patient and lung. 


6. AS a temporary measure when re-ex- 
panding a pneumothorax to give the patient 
additional temporary collapse, and perman- 
ently in patients who are apt to go astray. 
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A. Table of Results 
Cases Cases 
Male 45 Right side 54 
Female 55 Left side 46 
Temporary procedure 78 White patients 67 
Colored patients 28 
Permanent procedure 22 Mexican patients 5 


In this series of 100 phrenicectomies, 45 
were male and 55 female; 67 were white, 28 
colored and 5 Mexican. The right side was 
operated on 54 times and the left, 46 times: 
78 of these were temporary interruptions and 
22 were permanent. In studying the cases 
from the standpoint of indications mentioned 
previously, it will be noted that the poorest 
results were found in Group I where the pa- 
tients had rather extensive involvement and 
no other form of collapse was employed. In 
this group only 54 per cent were well or im- 
proved while 46 per cent were unimproved or 


B. Table of Results 


Group or Un- 

Indication Well Improved improved Dead 

I (50 cases) 5 (10%) 22 (44%) 6(12%) 17 (34%) 
II ‘(12 cases) 8 (67%) 4(33%) 0 0 
III ‘ 6 cases) 2 (33%) 3 (50%) O 1 (17%) 
IV (13 cases) 7 (53%) 4 (30%) 1( 8%) 1( 8%) 
V (1l3cases) 11 (84%) 2(16%) O 0 
VI ( 6cases) 5 (84%) 1(16%) O 0 


dead. In comparison, those patients who were 
followed up with major collapse, as in Group 
V, showed either arrest or improvement in 
every instance. Moreover, where phrenicec- 
tomy was used in limited lesions, or in con- 
junction with pneumothorax, the results were 
likewise quite satisfactory as can be noted in 
Table B, Groups II, IV, and VI, where arrests 
or improvement varied from 83 per cent to 
100 per cent. When phrenic interruption was 
employed for massive hemorrhage, the re- 
sults were strikingly good in spite of the re- 
lative amount of involvement: 83 per cent 
became either well or improved. 


Those who have had vast experience in the 
use of phrenic interruption will concur with 
us in that the best results are obtained in 
exudative types of disease, particularly if 
not extensive; small cavitation near the hilus 
or lower lobe is also influenced by its use. 
It is of no value whatsoever in upper lobe 
cavities where the pleura is adherent, for 
inasmuch as cavity closures here have been 
reported, the apposition of the walls of such 
a cavity is too insecure and the patient re- 
turns sooner or later with reactivation. We 
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do not feel that there is a place for bilateral 
phrenicectomy, but it may be used in con- 
junction with other forms of collapse that 
ean be controlled, viz. phrenic on one side, 
pneumothorax or oleothorax on the other. 
Permanent phrenic interruption is not ad- 
visable in extensive or even moderately ad- 
vanced bilateral tuberculosis. What was once 
the worst side may later be the better of the 
two lungs, and the phthisiologist is limited 
in the treatment of a contralateral involve- 
ment. 


Conclusions 


There exists no indication for phrenic in- 
terruption that does not exist for pneumo- 
thorax, except in exudative lesions occupying 
less than 20 per cent of the lung; nor should 
it be any more permanent than pneumo- 
thorax. We have performed 100 phrenicec- 
tomies with the intention of showing that 


good results could be obtained, if certain 
maxims were adhered to in the selection of 
patients. In this study, between 83 and 100 
per cent of the patients were either well or 
improved, if the operation was not expected 
to control too much involvement. 
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Collapse Therapy of Pulmonary 
Tuberculosis in Negroes 


ORVILLE L. BALLARD, M.D. 
Waverley Hills, Kentucky 


NE OF the earlier studies made on collapse 

therapy in the Negro was by the writer! 
in 1932. In this study, 24 cases received art- 
ificial pneumothorax and 42 per cent of them 
showed clinical improvement while under- 
going treatment in the hospital. In the same 
study, 12 cases received phrenic surgery and 
25 per cent of them showed clinical improve- 
ment while in the hospital. All of these cases 
were in the advanced stage of the disease. 
In 1933, three studies on collapse therapy 
in the Negro appeared in the literature. Dr. 
Brock 2, our Medical Director, studied 36 cases, 
all pneumothorax cases, and the percentage 
on the favorable side dropped to 17 per cent. 
Chadwick, Markoe, and Thomas? studied 
325 cases and obtained favorable results in 
53 per cent. Their study included all forms 
of collapse therapy. Gains and Kellar ‘ studied 
25 cases that received all forms of collapse 
therapy and they reported 44 per cent de- 


* Resident Physician, Waverley Hills Sanatorium. 


finitely improved. Since 1933, reports by 
Simington ®, Cutler *, McCain’, Hobby *, and 
many others have appeared in the literature 
showing the beneficial results obtained by 
collapse therapy in the Negro. Many other 
workers whom I have personally talked to 
also feel that the Negro responds favorably 
to collapse therapy. Most writers, however, 
agree that the results in their colored cases 
are not as good as results obtained in their 
white cases wherever comparative studies are 
made. In our own institution, three further 
studies were made, but only on selected cases. 
Brock and Mullen °® studied the ’teen age group 
in the white and colored races and reported 
46 per cent favorable results for their colored 
cases. Beatty 1° studied the effects of phrenic 
surgery on the closure of cavities and felt that 
favorable results were obtained in his colored 
group. Recently, Fisher '! reported good re- 
sults for his colored thoracoplasty cases. 

I have reviewed for this paper 226 cases 
who have had some form of collapse therapy 


15 


Ber ne 








DISEASES OF THE CILEST 


between October, 1928 and July, 1938. This 
number includes all the cases that received 
collapse therapy except those we regarded 
as hopeless and those who left against advice 
after a few weeks of treatment. These number 
about a dozen and none received treatment 
longer than six weeks. Ninety-eight cases are 
men; and 128, women. Divided into age groups, 
38 or 16.8 per cent are between the ages of 
4 and 19; 125 or 54.3 per cent are between 
the ages of 20 and 35; and 63 or 28.9 per cent 
are between the ages of 36 and 60. 

Their occupations varied; 77 or 34 per cent 
were occupied as maids, domestics, waitresses 
or housewives; 31 or 13.8 per cent were stud- 
ents or school-teachers; 37 or 16 per cent 
were laborers, and the remainder were cooks, 
waiters, porters, chauffeurs, tobacco workers, 
clerks or physicians. Practically all 
southern born. 

A study of the period of illness before ad- 
mission proved interesting. Colored patients, 
as a rule, date the onset of an illness at the 
time of their incapacitation. Very often, after 
a careful history was taken we found that 
their illness began several months previous 
to the time they set it. 


were 


Length of time Min M.A F. A. 
1 month or less 0 1 0 
1 to 2 months 2 12 26 
2 to 3 months 0 16 17 
3 to 6 months 0 23 41 
6 months to 1 year 2 13 29 
l year or more 0 7 37 

Totals 4 72 150 


Only one had an illness of one month or 
less before admission, 137 gave a history of 
one to six months illness before admission, 
44 were ill 6 months to 1 year before admis- 
sion and 44 were ill longer than one year be- 
fore admission. The importance of educating 
the colored patient to the recognition of very 
early symptoms is well brought out here. 
While acute onsets are met with frequently 
in the Negro, a chronic type of disease is 
seen more often now than in the past. 

The collapse procedures used are listed in 
Table I (page 19). This table also gives the 
number of cases in the Minimal, M. A., and 
F. A. stage in each group; shows the results 
obtained for each group and gives the nuin- 
ber working or well today. There are 129 or 
57 per cent who received artificial pneumo- 
thorax alone (11 of this number required in- 
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trapleural pneumonolysis); 26 or 12 per cent 
had pneumothorax and some form of phrenic 
surgery, with or without scaleniotomy, 8 had 
phreniphraxis on the same side as pneumo- 
thorax, 6 had phrenicectomy on the same side 
as pneumothorax, 4 had phrenicectomy and 
scaleniotomy on the same side as pneumo- 
thorax, 3 had phreniphraxis on one side and 
pneumothorax on the other, 4 had phren- 
icectomy on one side and pneumothorax on 
the other and 1 had phrenicectomy and sca- 
leniotomy on one side and pneumothorax 
on the other; 5 or 2.2 per cent received 
oleothorax (4 for obliterative pneumothorax 
and 1 for tuberculous empyema); 52 or 22 
per cent received phrenic surgery alone (31 
had phrenicectomy, 10 had phrenicectomy 
combined with scaleniotomy and 11 had 
phreniphraxis); one received extrapleural 
paraffin filling and 13 had thoracoplasties 
(4 complete and 9 partial). The total for all 
is 226 cases and of this number 222 are in 
the advanced stage of the disease. Only 4 or 
1.8 per cent are in the minimal stage. Thirty- 
three or 14.7 per cent are improving now in 
the hospital while undergoing treatment, 29 
or 12.8 per cent have been discharged as im- 
proved, 58 or 25.7 per cent have been dis- 
charged as quiescent, or apparently arrested 
and 106 or 46.8 per cent are unimproved or 
have died. This leaves 53.2 per cent on the 
favorable side, if we include the improved 
cases. Sixty or 26.5 per cent of the cases are 
working or well. 


The best showing is in the thoracoplasty 
and extrapleural group which is combined. 
The only death in this group occurred 56 
hours after the second-stage operation. This 
gives a mortality of 7.1 per cent while 13 or 
92.9 per cent show good results. The case 
discharged as improved reacted badly after 
her second stage and her cavity has never 
completely closed. She occasionally shows a 
positive sputum, but for the past six months 
her sputum has been negative and she is 
attempting light housekeeping. She refused 
further surgery. 


The next best showing occurred in the 
pneumothorax group where 83 or 51.8 per 
cent of the 160 in this group show improve- 
ment or have been discharged ag improved, 
quiescent and apparently arrested. The phre- 
nic surgery group made the poorest showing, 
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where only 24 or 46.5 per cent were on the 
favorable side. The column showing the num- 
per either now working or well, will be dis- 
cussed later with a table showing the year 
of discharge. 
A large percentage of those in the phrenic 
surgery group were submitted to pneumo- 
thorax first and, when enough free pleural 
space was not found, phrenic surgery was re- 
sorted to. I recommend very few cases for 
phrenic surgery because of my belief that a 
complete collapse, which will be rendered 
by pneumothorax, is the treatment of choice 
for colored patients. The importance of cavity 
closure to obtain a negative sputum as early 
as possible is of very material value in ob- 
taining good end results. One hundred and 
thirty-six of the 160 pneumothorax cases 
previously discussed, had cavity formation. 


There were many complications encount- 
ered upon admission in this series of cases. 
Twenty-five or 11 per cent had tuberculosis 
of the larynx, 13 or 5.8 per cent had tuber- 
culous colitis, 8 or 3.5 per cent had both tu- 
berculosis of the larynx and tuberculous 
colitis, 2 had tuberculosis of the bone, 3 had 
tuberculous otitis media, 3 had tuberculous 
cervical adenitis, 3 had silicosis, 1 had thyroid 
disease, 2 had pleural effusions, 1 had tuber- 
culosis of the skin, 1 had chronic appendi- 
citis, 1 had heart disease, 14 had lues with 
their tuberculous complication and 44 had 
lues without tuberculous complication, mak- 
ing a total of 58 or 25.6 per cent who had 
syphilis. 

An attempt was made to follow these cases 
as far as possible after discharge to determine 
the number of relapses as well as the number 
who became arrested or, perhaps, apparently 
cured. We met with several difficulties here. 
Some refused to return for refills or for re- 
x-ray and some left our county to live else- 
where. Most of those near us, however, have 
had a fluoroscopic examination or x-ray 
within the past year. Those out of the city 
have returned at periods and most of them 
have reported to our Dispensary for consulta- 
tion and examination within the past year. 
These cases total 87 and all have been dis- 
charged as improved or apparently arrested. 
In 1930, 2 were discharged, 1 of whom is 
working; in 1931, 6 were discharged, of whom 
3 are working; in 1932, 2 were discharged and 
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these 2 are working; in 1933, 9 were dis- 
charged 4 of whom are well or working; in 
1934, 12 were discharged, 7 of whom are well 
or working; in 1935, 24 were discharged, 17 
of whom are well or working; in 1936, 13 were 
discharged, 11 of whom are well or working; 
in 1937, 16 were discharged, 11 of whom are 
working or well; so far in 1938, 3 have been 
discharged, and 2 are working. The totals are: 
87 discharged and 60 or 26.5 per cent working 
or well out of the 226 cases studied. 


Here again the best showing is in the tho- 
racoplasty and extrapleural group, where 9 
or 64.3 per cent are working. The next best 
showing is in the pneumothorax group where 
40, or 25 per cent, are well or working. Eleven 
or 21 per cent of the phrenic group are able 
to work. A further analysis of these dis- 
charged cases proves of interest from the 
viewpoint of good cooperation on the part 
of the patient; first, by remaining in the 
institution until his disease has become quiet 
or apparently arrested; and, second, by re- 
turning for pneumothorax refills and frequent 
re-examinations. In the pneumothorax group 
for instance, 37 remained for their discharge 
and 33 of them are still well or working al- 
though 9 of the 37 lost their collapse from 
failure to return regularly for refills. 


However, some did return from six months 
to three years before stopping. The 4 who 
are not well or working show 2 relapses, 1 
death from progressive tuberculosis, and 1 
death from heart disease. The two relapses 
returned to the institution after working 4 
years each. One is ready for discharge again 
and the other is showing improvement. Nine- 
teen cases of the pneumothorax group left 
against the advice of the staff and 13 of 
them refused refills. Only 7 are able to work 
and only 2 returned for refills. The 12 not 
working or well show 5 relapses, 7 deaths from 
progressive tuberculosis, and one death 
caused by peritonitis from a ruptured appen- 
dix. 

In the phrenic group, 6 of the 10 dis- 
charged with the consent of the staff are 
still working and 4 of the 8 who left against 
the advice of the staff are still well or work- 
ing. The remainder died of progressive tu- 
berculosis, except for one who died from a 
gun-shot wound. 


The one death in the thoracoplasty group 
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occurred 3 years after discharge and was due 
to tuberculosis. This case left our county im- 
mediately after discharge and had not been 
seen by us for 2% years. 


The showing of these cases is quite below 
the showing of our white cases as reported by 
Brock *, but it is a gratifying improvement 
over our earlier experience. There are several 
reasons for this. First, our field work has 
enlarged its scope and our sanatorium has 
had an addition of 60 beds for adult cases; 
second, the agencies in our community de- 
voted to the promotion of better health have 
bent every effort to achieve their purpose; 
and third, as a result of this, earlier cases 
were started on collapse therapy. Now just a 
word about each. 

When I first began my duties 10 years ago 
in our Negro Dispensary, which is located in 
the center of a section of Louisville where 
there are approximately 20,000 colored peo- 
ple, I made only about 200 chest examina- 
tions during the first year. Contrast that 
number with the more than 1200 chest ex- 
aminations (physicals and _ fluoroscopies) 
made during the first six months of 1938, 
and you can realize how greater is the pos- 
sibility of seeing a new case in the earlier 
stage of the disease, as well as keeping a 
close check on the discharged patient, than 
before. Upon the recommendation of the 
director of our field work, we have added to 
our dispensary staff another colored physic- 
ian, trained in our institution, and a colored 
nurse. The addition of the colored nurse has 
contributed in some measure to the growth 
of our clinic. The addition of 40 beds for 
adults in our institution was recommended 
by our Medical Director and this was only a 
part of a program of expansion which was 
cut short because of the depression. We have 
a very modern 60 bed building and its addi- 
tion has made possible the isolation of more 
gravely ill cases as well as the admission of 
cases in the earlier stages, although we still 
get very few minimal cases. 

Louisville and Jefferson County have a Ne- 
gro population today of 55,000. In 1928, with 
a population of 49,000 the death rate per 
100,000 for the colored was 276.1 per cent. 
This has been reduced to 191.7 per cent for 
1937. The white rates for these two years are 
87.9 and 56 per cent, respectively. Our lowest 
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figure for colored was 121.0 per cent in 1935, 
Its rise from this to the present figure of 
191.7 per cent may, in part, be due to the re- 
percussions of the depression. 

This study has brought out several very 
important facts that will aid us, if we hope to 
help the colored patient who falls victim to 
tuberculosis. First, the disease is often rapid 
and acute as is shown in Table III (page 20) 
where 93 or 41.6 per cent were exudative or 
mixed exudative-productive and where deaths 
or unimproved came to over 70 per cent. Se- 
cond, the frequency of an early spread is 
noted in Table IV (page 20), which shows 
160 or 70.8 per cent with bilatera! disease. 
Add to this 160 who have bilateral disease, 
15 unilateral exudative cases and 10 unila- 
teral mixed exudative-productive and you 
have a total of 185 cases or 81 per cent, whose 
outlook for recovery is somewhat gloomy. 
Third, 193 or 85.4 per cent had cavity forma- 
tion which emphasizes the fact that the dis- 
ease is very destructive, in addition to being 
very rapid in its onset and course. Through- 
out this period of study, there were over 700 
adult admissions to the sanatorium. Of this 
number, about 40 per cent were recommended 
for some form of collapse therapy. Because 
we are a county institution, we admit all 
stages of the disease. There is always a wait- 
ing list and very often it is necessary to 
give a hopelessly advanced case preference 
for admission over one classed as moderately 
advanced for isolation purposes. 

Our collapse therapy of choice for the past 
five years has been artificial pneumothorax, 
even in minimal cases—when we get them. 
Phrenic surgery is resorted to where pneu- 
mothorax is impossible in selected cases. The 
indications are the same for the colored case 
as for the white patient when throacoplasty 
is considered. 


Summary 


Two hundred and twenty-six colored pa- 
tients treated with some form of collapse 
therapy out of more than 700 admissions, 
during a period beginning in October, 1928, 
and ending in July, 1938, are reviewed and 
studied. 

The response to treatment marks an im- 
provement over earlier studies made in our 
institution, showing at this time 53.2 per 
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Table I 


Showing Collapse Therapy Used and Results 


DISCHARGED — -—- 


No. Improvin yz Quiescent Unimp. Well & 
Cases Min. M. A. F. A. in Hosp. Improved &Ap.Arr. & Dead Working 
Pneumothorax 129 , 3 41 85 20 16 25 68 
alone 57% 2.3% 31.8% 65.9% 15.5% 12.4% 19.4% 52.7% 
Pneumothorax with 26 0 11 15 5 4 8 9 
Phrenic Surgery 12% 42.3% 57.7% 19.2% 15.4% 30.8% 34.6% 
Pneumothorax with 5 0 1 4 1 0 4 0 40 
Oleothorax 2.2% 20% 80% 20% 80% 25% 
Phrenic Surgery 52 1 13 38 6 8 10 , 28 11 
alone 22% 1.9% 25% 73.1% 11.5% 15.4% 19.1% 54% 21% 
Extrapleural Paraffin 1 1 1 1 
filling and 
Thoracoplasty 13 5 10 8 
14 6 8 1 1 11 1 9 
6.2% 42.8% 57.2% 7.1% 7.1% 718.7% 7.1% 64% 
TOTALS 226 + 72 150 33 29 58 106 60 
100% 1.8% 31.8% 66.4% 14.7% 12.8% 25.7% 46.8% 26.5% 


Note: Surgical cases include those reported by Fisher and those done by Nehil 
(cases to be reported). 
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Showing Results According to Classification 


DISCHARGED 


DISCHARGED 





JANUARY 


Improved Quiescent Unimproved : 

Type of Disease Vo in Hosp Improved & Ap. Arr & Dead 
Exudative 42—18.6' 2 48° 3— 7.1 6—14.2% 31—73.8% | 
Productive 133—58 27—20.3% 19—14.3 48—36°‘ 39—29.4% 
Mixed 51—23° 4— 7.8% 1—13.7° 4— 7.8% 36—70.7% : 
TOTALS 226—100° 33— 14.7% 29 —12.8 58—25.7° 106-—46.8% 
5 

Table IV 

Showing Results According to Amount of Lung Involvement 


Improved Quiescent Unimproved 
Classification No in Hosp. Improved & Ap. Arr. & Dead 
Min. 4 1.38% o0— 1—25% 2—50% 1-—25% 
M.A 72—31.8% 20—27.7‘ 6— 8.3 31—43 % 15—21% 
F.A 150—66.4 13— 8.7‘ 22—14.7° 25—16.6% 90—60% 
TOTALS 226—100° 33—14.7° 29—12.8° 58—.25.7% 106—46.8% : 
' 
: 
' 
Table III 
Showing Results According to Type of Disease ; 
DISCHARGED 








Improved Quiescent Unim proved 

Lung Involved No in Hosp. Improved & Ap. Arr. & Dead 
Unilateral 66—29.2° 11—16.5°%. 8—12.2% 23—34.9% 24— 36.4% 
Bilateral with disease 

in upper third } 

of better lung 63—27.9% 14—22.2 10—15.9% 17—27% 22—34.9% ’ 
Bilateral with disease 

in middle third a 

of better lung 39—17.2% 3 yo 2 5.1 8—20.5% 26—66.7% 
Bilateral with disease 

in more than 1 3 

of better lung 58—25.7 % 6—10.3% 9—15.5% 10—17.3% 33—56.9 % i 












Table V 


Showing Degree of Collapse and Result in 





“Pneumo” Group 





DISCHARGED 






Improved 
in Hosp. 


Quiescent 
& Ap. Arr. 


37—36.6% 
- 3.4% 0 
20—12.5% 37—23.1% 


Unimproved 
& Dead 


23—22.8% 
54—91.5% 
T7—48.1% 
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“Quo Vadis” in Medicine* 


ELMER HESS, M.D., F.A.C.S.** 
Erie, Pennsylvania 


T= is my “Swan Song” as your president, 
and I am going to break an old precedent 


tonight. First, my paper is not going to be 


scientific; and secondly, I am going to throw 
it open for discussion should any one desire 
to ask questions or take issue with me. 

Let me say that Iam not unmindful of the 
unsolicited honor you have done me in mak- 
ing me your president. I have been observing 
many things during this and the past two 
years since I have had the privilege of sitting 
in your society’s inner counsels. I have learned 
much and I am going to try and attempt to 
tell you just what I think of the practice of 
medicine, the medical practitioners, and or- 
ganized medicine from a county, state, and 
national point of view. 

My remarks are not meant to offend; be 
assured that there is nothing personal at any 
time, and when I criticize I will try to offer 
helpful suggestions. 

Ever since I have been on the “in”, as it 
were, of organized society procedure the pro- 
fession has been faced with the bugaboo of 
regimentated or socialized medicine. This has 
perhaps been the one big issue that has su- 
perseded all others. Let us look at this sub- 
ject intelligently. First, let me say that we 
have had socialized medicine for years; ever 
since I have been in medicine. The Army and 
Navy and the Public Health Service are 
striking examples of it. Your state and local 
health boards are samples. Many lodges em- 
ploy physicians to care for their members. 
Contract practice, industrial practice, com- 
pensation practice, and in many cases, in- 
surance medicine are all variations and modi- 
fications of so-called social medicine. 

Each year sees more and more encroach- 
ment upon the legitimate field of individual 
practice until today there is little left to the 
practitioner of medicine except the acute and 
chronic illnesses that, for the most part, may 
or may not fall within the above various 
Classifications. During all of this time little, 


* Read before the Erie County Medical Society, Janu- 
ary 4, 1938. 
Retiring President Erie County Medical Society. 


if any, direct help has come from organized 
medicine to the indigent and low-salaried 
groups except through benefits (good or 
bad) from these various practices. The in- 
digent, however, have always been cared for 
by private practitioners and by the elected 
and selected staffs of the various hospitals 
in different communities—the sole compen- 
sation to the doctor being “Experience.” I 
have always been amused at organized medi- 
cine raising the cry, “Personal choice of 
physician” and then paradoxically enough 
“seconding the motion” for the hospital to 
furnish an indigent patient, not with the 
physician or surgeon of his choice, but the 
man on duty at that moment. True, usually 
the staffs of hospitals are selected from the 
better, more experienced, and more skilful 
men in the community, but ask the rank and 
file of the medical profession about this and 
they will tell you that appointments are made 
for political reasons, or on a friendship basis. 
This is, of course, heard most from those 
doctors who haven’t been fortunate enough 
to obtain such an appointment. For your in- 
formation: Some time ago, Dr. Smythe of the 
state society took up the matter of free choice 
of physician with the insurance carriers. He 
was told very emphatically that the insurance 
companies did not care who treated whom, 
but that if free choice of physician was given 
to the patient the insurance rates would im- 
mediately go up. They pointed out that from 
experience they had learned that better ser- 
vice was rendered by men of ability selected 
by the insurance companies and that their 
present rates were based on this experience. 
When Dr. Smythe returned to the state 
society with his report the action taken was 
a surprising one in view of their former de- 
cisions. Free choice of physician by the pa- 
tient was out! Let’s forget it! The patient 
who foots his own bills may have whomso- 
ever he chooses, but when some one else is 
paying the bills that some one should have 
the cnoice. 


Even our hospitals are socialized. They are 
actually practicing medicine all over the 
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country and are collecting medical fees for 
services rendered in out-patient departments 
as well as for hospital cases, all of which are 
treated by doctors on the staff at given sal- 
aries or by doctors (internes and staff men) 
with or without actual remuneration. 


Let us for a moment look at the big clinics 
around the country, and what I have to say 
about them applies equally to many of our 
hospitals great and small. We all know two 
great clinics. There are many others working 
on essentially the same basis. All of these 
clinics indirectly are practicing regimented 
or socialized medicine. All the physicians at- 
tached to these clinics are hired on a salary 
basis. The cost of examination is very small. 
The charge for treatment, however, is ac- 
cording to the patient’s desires and his or 
her ability to pay. The “come-on” is pub- 
licity and a very modest examination fee. In- 
stead of having people in certain geographic 
centers ordered to go to these clinics by 
Municipal, State or Federal Governments, 
these clinics carry out a definite publicity 
campaign to attract patients to their doors, 
but the whole set-up is social with men ona 
salary basis, many of them earning for the 
clinic many, many hundreds of dollars more 
than the salaries paid them. Now you may 
think that I am opposed to these clinics. On 
the contrary, I am very much for them. They 
do a very useful bit of work. They plough back 
into their research work much of the money 
which they collect as fees. They give to the 
medical profession many of the scientific ad- 
vances with which all of medicine is credited. 
They are great and marvelous teaching cen- 
ters where young men are excellently trained 
to go out and practice medicine, but they are 
guilty, according to the strictest application 
of the ethics of the American Medical Asso- 
ciation, of advertising. They seek publicity. 
Every social move the heads of these clinics 
make, makes the front page of the press. They 
read papers and write them; they are authori- 
ties and every programme of every medical 
association in the country is covered by their 
men: they publish their papers to the medi- 
cal profession, but have you ever noticed the 
news leaks which come from them? I call 
your attention to two articles in the New York 
Times during the last year about “Dissolving 
Stones in the Kidney by Diet” and “Treating 
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and Curing Hypertrophy of the Prostate by 
Hormones.” Both of these subjects were writ- 
ten up as great discoveries in medicine and 
we all know that neither is a proven fact, 
clinically. Many patients were attracted to 
these groups by such news articles. When the 
scientific papers on these subjects were read 
by the men from these groups they claimed 
no such results as the newspapers published, 
but I never have noticed any attempt to cor- 
rect the impression given out by the press. 
I must admit I have taken many pages from 
their books. I believe in publicity. 


Again, I say I am for the clinics in spite 
of their publicity; their record is a splendid 
one; they do a lot of good—more for the 
doctor than he is willing often to admit, but, 
however, they do represent a high type, a 
high-grade of socialized medical practice. I 
might add here that there should be closer 
cooperation between the physician and the 
press. We and what we do are news, so long 
as what we do is legitimate. There should be 
a live press committee that would aid the 
press in presenting interesting facts to the 
public. This is particularly true of new meth- 
ods of diagnosis and treatment. Here is one 
place where the organized profession has 
been particularly weak. Why shouldn’t we, 
both collectively and as individuals, aid the 
press? If we did, much of the misinformation 
and exaggerations of present day medical 


news would cease to exist. I have always — 


made a practice of telling my press friends 
the facts when they have asked for them and 
always will, because I believe that we have 
been entirely too smug and secretive for our 
own individual and collective good. 

Let us for a moment look at our own so- 
ciety. How many men are industrial phy- 
sicians? How many men are insurance phys- 
icians? How many men are public health 
physicians? How many men do compensation 
work? How many men are there who are not 
now guilty of practicing some form of so- 
cialized medicine, either partially or full 


time? How many men are more interested in 
the dollar that they receive for their work 
than they are interested in the work for 
the work’s sake? Isn’t it time that we took 
stock as a medical society? I think it is. 
Let us look now at our local situation. Our 
hospitals are practicing medicine right now. 








ys ~ 


ee ee ae 








” yee ra ae ar 


1939 DISEASES OF 
So are all the hospitals in the country and 
none of them could do this if your county 
societies were really on their toes and made 
q united demand that they cease this com- 
petition. 

We have men in our society who, in their 
testimony, give all the breaks to the concern 
hiring them; little to the man injured—and 
I am not referring to the injured or pseudo- 
injured workman who is a chiseller. We have 
men in our society who will testify on either 
side of a given case in court for a fee. We 
have men who make insurance examinations 
for rich insurance companies at a paltry sum. 
We have men who take on lodge practice. We 
have men who, working for an industrial 
plant, will deliberately underbid another leg- 
itimate physician in a given operation where 
there is no connection between the illness 
and the industry. We have men who deliber- 
ately solicit other doctor’s patients. We have 
men who will speak slightingly of a consul- 
tant. These may be within the law, but many 
of them are morally wrong. I, myself, have 
been guilty of some of these things, not all, 
but some. 


This county society is perhaps one of the 
best in Pennsylvania and, if one of the best 
in this state, surely then it is one of the best 
in the United States. Think, if you will then, 
that these things to a much greater degree 
must be a part of our national organization. 
The American Medical Association is no better 
and no worse than its component county 
societies. It is controlled much as your county 
society is controlled—by a few men interested 
in politico-medical leadership. The master of 
this society is our able secretary, not the 
president. The master of the Pennsylvania 
State Society is the able secretary, not the 
person at the moment called president. The 
master of the A. M. A. is the editor and secre- 
tary, not the man temporarily president. If 
the members of the society do not emphat- 
ically make their wishes known, how can your 
officers follow out your wishes and desires? 

I think I have called an ace an ace anda 
Spade a spade. I told you I was going to cri- 
ticize medicine and I have, but I have told 
the truth, not half of it as I see it, but enough. 
Now I want to offer some helpful suggestions 
if I may. Human nature is human nature. 
We are all selfish. We are all after that al- 
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mighty dollar and as long as a man’s success 
is measured in the amount of money he has 
we will, or most of us will, run true to the 
average form. However, this profession has 
something, something big, that no other 
groups possess. It has human suffering to 
alleviate; human life to save. It is humbly 
my opinion that all is by no means lost; we’re 
still physicians, although we’re still human. 
Let each of us remember that every time we 
do something that is contrary to our code as 
physicians, anything that is unfair, anything 
that is criticizable, whether it be within the 
law or not, we pay the bill individually. 


Do I believe in organized medicine? Yes, so 
long as it favors neither creed, color, nor 
race, but treats all men who have an M. D. 
as equals, until it finds out otherwise, and 
then when it finds within its ranks men who 
do not live up to its code of ethics, kills them 
off, but even this is not necessary——these 
men kill themselves off. 


Yes, I believe in organized medicine, not 
so much for what it can and does do for the 
individual physician, but because of its con- 
stant vigilance and its fight against laws that 
would be directly detrimental to public wel- 
fare. This constant fight against quackery 
in all its forms and against those who, for 
profit, take advantage of the public health 
can only be done by an organized profession. 

Yes, I believe in organized medicine when 
its elected representatives and salaried em- 
ployees truly represent the ideals of the pro- 
fession at large and when they do not (for 
selfish aggrandizement) engage in things 
that smack of pure commercialism. However, 
I do not believe that it should have any more 
than a moral control over the actions of the 
rank and file practitioner. 

Yes, I believe in organized medicine when 
it tries, through legal and moral measures, to 
increase the education of the physician by 
various methods. 

Yes, I believe in organized medicine when it 
sets certain standards for hospital and nurs- 
ing groups and then refuses to approve those 
who do not meet their standards, fearlessly 
and without prejudice. I am very much op- 
posed to it when it sells out its principles for 
any reason. 

Yes, I believe in my county, state and 
national medical society, when it is active 
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in matters that pertain to the health of the 
people of these United States, and I for one 
regret that it has not, through the state and 
particularly the county societies, set up some 
plan for the care of the lower salaried groups. 
This, to my mind, is and always will be and 
always should be a county problem, neither 
a state nor a federal one. You are going to 
be faced with it very shortly. If you don’t 
solve it, it is going to be solved for you whether 
you like it or not. Who will solve it—the 
laity. Do you Know that the Community Chest 
is already studying sickness insurance plans 
and programmes as a part of its job? Who 
is the Community Chest? Your leading civic- 
minded laymen. One of our own members is 
on this committee, Dr. Fortune. What a head- 
ache he is going to have if we don’t get busy 
and give him some real help, because this 
problem of caring for the low-salaried groups 
is already being studied and plans are being 
made to help them. These plans should ema- 
nate from us—not from a lay group, but I 
warn you to “get busy” or you will have a 
plan run by a social service group or a poli- 
tical board. 


I am opposed to men in organized medi- 
cine, many of whom are great medical leaders 
organizing against the common interests of 
all the physicians. I believe that the 430 men, 
many of whom have done great scientific 
work, who have organized outside of the 
American Medical Association have done 
great harm. 


The New York Times published accounts 
of a so-called revolt by some of our leading 
medical men against organized medicine and 
to my mind this is all “hooey”. First, men 
usually do things for personal reasons. The 
changes advocated by this group and stim- 
ulated by the report of the American Foun- 
dation are being carefully studied by the 
A. M. A. and gradually all of these so-called 
benefits will be placed in their proper cate- 
gory. Then the plans will live or die—as they 
prove beneficial or non-beneficial. It seems 
to me that men, fixed for life, with full time 
or good part time medical positions are un- 
able to judge the problems, cares, and needs 
of the doctor not so blessed and many of 
these men, great as they are, would be put 
to shame by their crossroads cousin, if obliged 
to meet his problems, unassisted by all the 
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armamentarium at the big fellow’s disposg ge 
I’d love to see some of our great surgeong W! 
compete with some of the country doctonf tié 
I have known. The great surgeon under som af 
of the circumstances that I have seenacrog.@ { 
roads physician work would be a terrible flop fic 
Medicine, often like morals, is a question of JU 
geography. 5 («U 


These men haven't revolted against medi- 
cine as such; they have loaned their name} 
with their prestige to lay groups who, ap. 
parently for the public good, but actually fo 
a very selfish motive, wish for one or anothe 
reason to control and submerge the grea 
mass of medical men in this country. Wha 
can these people possibly know of the prob. 
lems that face the average general practi- 
tioner scattered all over the land? They arf 
protected by salaries or financial indepen-f 
dence and they demand that the average 
physician meet the requirements of the highly 
trained diagnostic and surgical specialist 
These men know, as well as I do, that 80 pe= 
cent of the illnesses of humanity are cure 
in spite of the doctor, as it were. Few case; 
require all the fancy laboratory and diag-§ , 
nostic tests that are and should be available | 
in regularly constituted medical centers. Fev§ 
cases require the absolutely especial skill that 
is demanded of our various specialists. The® 
important thing is that the average physic- 
ian be trained when to refer a given case to 
those centers when that especial skill will 
preserve health, reduce suffering, and save 
life. We need men to train us by their teach- 
ing example and precept so that we should 
not interfere too often or too quickly with 
natural processes. I merely call your atten- 
tion to the meddlesome obstetrics that is very : 
often practiced here and everywhere. I also § 
call your attention to the men who are surg- 
ically minded, who all too often operate when 
the operation might be better left undone. 
Just the other day one of our younger sur- 
geons said to me: “I feel terrible. The other § 
day I refused to take out an appendix where 
I could have easily made $150, because I 
didn’t believe the patient had appendicitis. 
Another man removed the appendix this 
morning and I guess I’ve lost a good family.” 
I replied, “Thank God, doctor, you didn’t. 
Your judgment will later be verified, if that 
was a normal appendix. The operating sur- 
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geon didn’t diagnose or remove the pathology, 
whatever it might be that caused the pa- 
tient’s suffering. The suffering will all recur 
after he gets up and around and then your 
family will come back to you with more con- 
fidence than ever before in you and your 
judgment. At least, you have only tempo- 
rarily lost that $150, and you have a clear 
conscience and you’re practicing honest medi- 
cine. I’m proud of you.” 


We little stop to realize how soon we as 
individuals are appraised by the public, but 
appraised we are sooner or later. We will make 
errors of judgment, but each of us knows 
deep down in our own heart whether or not 
we're really playing the game according to 
Hoyle, and if we try and kid ourselves we 
certainly can’t kid the public very long. If 
we do, the public rebels by criticizing us and 
we “lose face” as the Oriental says. Selfishly, 
every time we do an unnecessary operation 
or make unnecessary calls we are driving 
business away from ourselves in the future. 
We should not fear competition. 


I am not afraid of these things in an un- 
regimented profession. Water always seeks 
its own level. Very often here and there grave 
errors will be made by individuals selecting 
the wrong physician, but then all natural 
laws disregard the individual and care for 
the group. By far the vast majority of peo- 
ple will get exactly the kind of medical care 
they desire and the honest, conscientious, 
well-trained physician with personality, 
ability, experience, and judgment will al- 
ways assume the leadership, both in the eyes 
of the medical man, not so fortunate, and 
the public intelligently seeking the best type 
of medical service. It seems to me that even 
among us it is the age old struggle between 
the “haves” and the “have nots” and if the 
“have nots” by sacrifice and hard work can 
take it away from the “haves” they may 
have it insofar as I am concerned. In the last 
analysis, the difference between success and 
mediocrity is “hard work”. Any “have not” 
medically speaking may be a “have” if he 
is willing honestly and conscientiously to 
work; not six hours a day, not eight hours 
a day, but constantly day and night, living, 
eating, talking, dreaming medicine. It doesn’t 
matter whether he is a salaried man in a 
laboratory, clinic, hospital, industrial plant, 
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or in the employ of the Municipal, State or 
National Government, or a private practi- 
tioner. If he has what it takes to make a 
real doctor, he will be a success. Most men 
measure this in financial reward, but there 
are intangibles other than money. I hope 
that personal satisfaction, a clear healthy 
conscience and the spirit of the old motto, 
“Do unto others as you would have them do 
unto you” means more to the average doctor 
than the amount of money he may have ac- 
cumulated. 

Medical men are not equal in ability, judg- 
ment, or training. Organized medicine does 
pull down the efficient and elevate the de- 
ficient, but medical men as individuals are 
good, bad, or indifferent because of the in- 
tangibles, personality and judgment. Some 
men never crack a book after they leave col- 
lege, never visit a clinic, never come to a 
medical society meeting, but good or bad as 
the case may be, as a class they contribute 
more of good to humanity than any other 
group—their common denominator is the 
alleviation of human suffering and the saving 
of human life. They, therefore, regardless of 
all the human faults which they have, have 
a ledger balanced in their favor when the 
course is run. Match it with any other group 
and compare its achievements and the medi- 
cal profession will not suffer by the com- 
parison. I am proud to be a member of such 
a profession. 

During the past year I was asked to be the 
Toastmaster at the annual meeting of the 
Erie Health and Tuberculosis Association. I 
accepted, although I had never been in favor 
of this new hospital program, and I could not 
help but think as I sat there looking into the 
faces of about one hundred and fifty people 
(about fifteen physicians were present) how 
consistently we in the Erie County Medical 
Society had muffed the ball. This should have 
been our Victory Dinner. We, as a society, 
should have been out in the front rank 
working and fighting for this sort of thing. 
The public wanted this and the public got it. 
It took 25 years or so to do it. It is a public 
health measure and whether as individuals 
or as a society we wanted it, makes little dif- 
ference. The fact remains that the hospital 
is here and we have little or nothing to say 
about it—one way or the other. You may say 
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this is the work of one man, and I'll Say, 
“Right you are’’, but let me also say that one 
man alone couldn’t have done this job unless 
he had sufficient public lay backing to make 
it stick in the minds of sufficient people to 
win two elections on the matter when it was 
placed on the ballot. No, one man didn’t do 
it. The general public saw the need for this 
and decided to have it and today it is an ac- 
complished fact. 

We damn the man when what we ought to 
do is employ him as the lay secretary of our 
society to keep us and our benevolences be- 
fore the public. Here is a driving force we can 
use to the advantage of the whole society. 
Here is a man who can get radio time and 
newspaper space and who can, controlled by 
us, be a great big factor in the future fight 
of medicine against disease and quackery. 
Will we employ him? No, I don’t think we 
will. Why? Easy—too many of us are afraid 
to spend a few dollars a year for this sort 
of thing, because we can’t see as individuals 
how we are going to profit personally. Well, 
don’t forget my experience on the radio: con- 
demned by many of you until patients began 
to come as a result of the talks and then, 
praise. Let us not condemn the other fellow 
until we are willing to step up to the plate 
and at least take a healthy cut at the ball. 
What I am trying to do is to wake us up; 
we have been sitting complacently by on the 
side-lines watching a great game go on and 
we have made little effort to get into the 
game. We have been satisfied with a fair 
living and ordinarily fair work. As a class 
we have measured up to certain high tradi- 
tions, but we haven’t been self-sacrificing 
enough; we’ve had to be pushed; instead of 
really leading, we’ve been following. Are we 
going to continue these tactics or are we going 
to have the courage of our convictions and 
stand up like men and fight for those things 
we know are right? The record of the state 
medical society during the last legislative 
year has been a splendid one. Ninety-two 
bills, all bad health legislation before the last 
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legislature, and all defeated. Some record. 
Who did it? A few men. Many of us had noth- 
ing to say, or if we had it to say, were afraid 
to say it. It’s time each of us, no matter how 
we think, expressed ourselves and then those 
whom you have elected to leadership will be 
obliged to do the things that the majority 
want done. 


Do I believe in the doctor? Yes, as an in- 
dividual he is good, bad or indifferent ac- 
cording to his willingness to work and more 
of us are good than bad, and as individuals, 
there is more good in each of us than bad. 


Do I believe in the county society? Yes, as 
a group it has tried to figure what the major- 
ity of its members want and has tried to get 
those things. It has been limited in its ac- 
tions by cowardice, fear, and indifference. 


Do I believe in organized medicine? Yes, 
its fight against bad public health legislation 
more than justifies its existence and its edu- 
cational possibilities are numerous. In these 
two fields alone organized medicine is and 
should be supreme. It should demand mini- 
mum high standards for medical training. 
From this point on the individual doctor 
should be allowed, under ethical standards, 
which after all are nothing but the golden 
rule, to find his own place in the sun. You 
can’t standardize work, study, or judgment. 
Each individual under these circumstances 
finds his own plane in medical life and goes 
forward, stands still, or stagnates as the case 
may be and it doesn’t take the public long 
to classify us all. Regiment us and all of the 
present evils will be magnified a hundred- 
fold. 


Let’s keep medicine an honorable profes- 
sion with all of its traditions—for decency 
and self sacrifice and with altruistic motives, 
interested primarily in the care of the sick, 
or let’s make it a purely commercial proposi- 
tion, carrying on under the banner of busi- 
ness ethics the practice of medicine not as 
a profession but as a means of a livelihood. 
Whatever we do, let’s be honest. Let’s wake up. 








A NEW YEAR’S RESOLUTION 


Resolved: That | will consider every suspicious case tuberculous, 
until proven otherwise. 























AT 














_ 


Seeatie naan aaa 














i 





| 





The Pottenger Sanatorium and Clinic 


Write for particulars 
THE POTTENGER | 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 
rest and supervised medical care . . An ideal all-year location. 
The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 


S ATO Close medical supervision. Rates reasonable 
AND CLINIC 2 Oh Re, Oe... nscinsennmneneeimeaina Medical Director 
NROVIA. A NIA J]. E. Porrencer, M.D.___-_-_--- Asst. Medical Director and Chief of Laboratory 
—s CALECE Leroy T. Psrznsen, M.D..........--~.----- Asst. Physician and Roentgenologist 
F. M. Porrencer, Ja., M.D._....-.------ Ksinmnimdiieeninael Assistant Physician 
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ROCKY GLEN SANATORIUM 








Where the science of treatment is first. 


McCONNELSVILLE, OHIO 


FOR THE MEDICAL AND SURGICAL 
TREATMENT OF TUBERCULOSIS 


DR. LOUIS MARK, Mepicat Drmector 
677 N. High St., Columbus, Ohio 


H. A. PHILLIPS DR. D. G. RALSTON 
Superintendent Resident Med. Director 


DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 


Beautiful Surroundings Reasonable Rates 




















Southwestern 


ALBUQUERQUE, 
NEW MEXICO 


Presbyterian Sanatorium 


A well-equipped Sanatorium in the Heart of the 


* 


Well Country. 


Write For Information and Rates 
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MARYKNOLL SANATORIUM 











(MARYKNOLL S1sTERs) 
MONROVIA. CALIFORNIA 


A sanatorium tor the treatment of tubercu- 
losis and other diseases of the lungs. Lo- 
cated in the foothills of the Sierra Madre 
Mountains. Southern exposure. Accommo- 
dations are private, modern and com- 
fortable. General care of patient is condu- 
cive to mental and physical well being. 


SisteR Mary Epwarp, Superintendent 


E. W. Hayes, M.D., Medical Director 
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Organization News 
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Hotel Chase Selected for College Meeting: 

The Fifth Annual Meeting of the American 
Colleze of Chest Physicians will be held at 
St. Louis, Missouri, May 13-14, 1939. The Com- 
mittee on General Arrangements announces 
that the Hotel Chase has been selected as the 
headquarters for the meeting. An interesting 
program is being arranged by the Scientific 
Program Committee and the annual banquet 
will be sponsored by the Trudeau Society of 
St. Louis. As hotels are always taxed to pro- 
vide adaquate accomodations for these meet- 
ings, it is desirable that the Fellows of the 
College make their reservations early. For in- 
formation accomodations and rates, 
please communicate with Mr. Walter Schim- 
mel, Resident Manager, The Hotel Chase, St. 
Louis, Missouri. 


as to 


Report on Tuberculosis Committees: 


Dr. Ralph C. Matson, Portland, Oregon, 
Chairman of the Committee for the Advance- 
ment of Tuberculosis Organization in Medi- 
cine of the American College of Chest Phy- 
sicians announces that reports have been re- 
ceived from the following Governors as to the 
personnel of their State Medical Society Tu- 
berculosis Committees: 


New Hampshire 
Robert B. Kerr, Governor of New 
Hampshire reporting: 


Dr. 


* Robert B. Kerr, Manchester, Chairman, 
Robert M. Deming, Glencliff, 
* John D. Spring, Nashua. 


Puerto Rico 
Jacob’ Smith, Governor for 
Puerto Rico reporting: 


Dr. 


*_ E. Fernandez Garcia, San Juan, Chairman. 
r. M. F. Godreau, San Juan, 

*. J. A. Franco, Rio Piedras, 

*. Jacob Smith, Rio Piedras, 

*. Jacabo Simonet, San Juan, 

* Jose R. Vivas, Rio Piedras, 

Dr. J. A. Amedo, Ponce 


North Carolina 
Dr. Karl Schaffle, Governor for North 
Carolina reporting: 
Dr. S. M. Bittenger, Black Mt., Chairman, 
Dr. Paul Yoder, Winston-Salem. 


Rhode Island (Providence Medical Asso.) 
Dr. Ubaldo E. Zambarano, Governor for 


Rhode Island reporting: 


. Francis Chaffee, Providence, 

*. William P. Buffum, Providence, 

. Joseph Smith, Providence, 

. Ubaldo E. Zambarano, Providence. 


Removal Notices: 


Dr. W. A. Hodges, Pasadena, California, a 
Fellow of the American College of Chest 
Physicians; and for the past eight years 
Medical Director of La Vina Sanatorium, re- 
signed in September to enter private practice. 
He has opened the “Hillhaven” Sanatorium 
at Tijunga, California, with offices in Pasa- 
dena, California. 





Dr. Malcolm F. Lent, Saranac Lake, New 
York, a Fellow of the American College of 
Chest Physicians has removed to Washing- 
ton, D. C. Dr. Lent was formerly director of 
the Division of Tuberculosis. New York State 
Department of Health; he also served as Med- 
ical Director of Stony Wold Sanatorium, Lake 
Kushaqua, New York. Dr. Lent is confining 
his practice to diseases of the chest. 





SOCIETY NEWS 

Dr. Andrew Henske, St. Louis, Missouri, a 
Fellow of the American College of Chest Phy- 
sicians read a paper before the St. Louis 
Trudeau Club on December Ist. His paper was 
entitled, “Pneumoperitoneum Results of the 
Treatment of Fifty Cases.” 





Dr. Arthur Quito Penta, Schenectady, New 
York, was elected a Fellow of the American 
College of Chest Physicians. 





. Philip Batchelder, Providence, Chairman. 
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